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 N 000 Initial Comments  N 000

This was a State home health complaint survey.

Complaint ID#  IN00162286 - 

Unsubstantiated:Lack of sufficient evidence.

Survey Date: March 17, 2015

Facility #: 012444 

Medicaid Vendor #: N/A

Surveyor: Tameka Warren, RN, BSN, PHNS

Unduplicated 12 month census: 155

Active Patients: 64

Quality Review: Joyce Elder, MSN, BSN, RN

March 23, 2015
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